
CAPETOWN ASSISTED LIVING 

BY AMERICARE 

PROJECT #5470 RT 





Certificate of Need Program 

APPLICANT IDENTIFICATION AND CERTIFICATION 

The information provided must match the Letter of Intent for this project, without exception. 

1. Project Location (Attach additional pages as necessary to identify multiple project sites.) 

Title of Proposed Project Pi:oject Number 

Capetown Assisted Living by Americare 5470 RT 
Project Address (Street/City/State/Zip Code) Counfy 

2915 Cape LaCroix Road/ Cape Girardeau/ MO/ 63701 Cape Girardeau 

2. Applicant Identification (Informati.on must agree with previnusly suhmitted Letter of Intent) 

List All Owner(s): (List c01porate entity.) Address (Street/City/State/Zip Code} Telephone Number 

Capetown Residential, LLC 214 N. Scott Street I Sikeston/ MO/ 63801 573-471-1113 

(List entity to be 

List All Oueratorlsl: licensed or certified.) Address (Street/City/State/Zip Codel Telephone Number 

Capetown Residential, LLC 214 N. Scott Street/ Sikeston/ MO/ 63801 573-471-1113

3. Ownership (Chec7c applicable category.) 

D Nonprofit Corporation D Individual D City D District 

D Partnership 0 Corporation D County D Other 

4. Certification

In submitting this project application, the applicant understands that: 

(A) The review will be made as to the community need for the proposed beds or equipment in this
application;

(BJ In determining community need, the Missouri Health Facilities Review Committee (Committee) will 
consider all similar beds or equipment within the service area; 

(C) The issuance of a Certificate of Need (CON) by the Committee depends on conformance with its Rules
and CON statute;

(DJ A CON shall be subject to forfeiture for failure to incur an expenditure on any approved project six (6) 
months after the date of issuance, unless obligated or extended by the Committee for an additional six 
(6) months:

(E) Notification will be provided to the CON Program staff if and when the project is abandoned; and
(F) A CON, if issued, may not be transferred

1 
relocated, or modified except with the consent of the

Committee.

We certify the information and date in this application as accurate to the best of our knowledge and belief by our 
representative's signature below: 

5. Authorized Contact Person (Atta.ch a Contact Person Correction Fonn if different from the Letter of Intent) 

Name of Contact Person Title 

Pete Eichholz Development Assistant 

Telephone Number 
I 

FaxNumber E-mail Address 

573-442-5277 peichholz@americareusa,net

Si-nature of Contact Person Date of Signature 

.� - 1

c;/2./1, t'1 fie"� 

MO 580-1861 (03/\..'1) 

\ 



Certificate of Need Program 

REPRESENTATIVE REGISTRATION 

{A registration Jann must be completed for each project presented.) 
Project Name Number 

Capetown Assisted Living by Americare 5470 RT 

(Please type or print legibly.) 

Name of Representative Title 

Pete Eichholz Development Assistant 
Finn/Corporation/ Association of Representative (may be different from below, e.g., law firm, consultant, other) Telephone Number 

Capetown Residential, LLC (Americare) 573-442-5277
Address (Street/City/State/Zip Code) 

3310 Bluff Creek Drive/ Columbia I MO/ 65201 

Who's interests are being represented? 
(If more than one, submit a separate Representative Registration Form for each.) 
Name of Individual/ Agency /Corporation/Organization being Represented Telephone Number 

Capetown Residential, LLC (Americare) 573-471-1113
Address (Street/City /State/Zip Code) 

214 N. Scott Street/ Sikeston I MO/ 63801 

Check one. Do you: Relationship to Project: 

[iJ Support D None 

D Oppose [vi Employee 

D Neutral D Legal Counsel 

D Consultant 

D Lobbyist 

Other Information: D Other (explain): 

I attest tbat to tbe best of my belief and knowledge the testimony and information presented by 
me is truthful, represents factual information, and is in compliance witb §197.326.1 RSMo 
which says: Any person who is paid either as part of his normal employment or as a lobbyist to 
support or oppose any project before the health facilities review committee shall register as a 
lobbyist pursuant to chapter 105 RSMo, and shall also register with the staff of the health 
facilities review committee for every project in which such person has an interest and indicate 
whether such person supports or opposes the named project. The registration shall also include 
the names and addresses of any person, firm, corporation or association that the person 
registering represents in rel.ation to the named project. Any person violating the provisions of this 
subsection shall be subject to the penalties specified in§ 105. 478, RSMo. 

Original Signature Date 

�·� 

,..., 
c;, (-a.111 ---.., 

MO 580-1869 (11/01) 


























